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Motives, Identity and Learning across Two Occupational Fields: 
Parallel Career Teachers in Higher Vocational Education: 
 
Else de Haan 
 
Summary 
Attracting and retaining individuals who deliberately choose to continue their primary occupation 
combined with a career in teaching offers several advantages to higher vocational education. From a 
theoretical perspective, a parallel career is an interesting phenomenon because of its potential 
influence on professional identity and professional learning. This has not been investigated before in 
the context of higher vocational education. Insights into these aspects contribute to the 
conceptualization of parallel career teachers’ identity and learning as well as to efforts to attract and 
retain these teachers in higher vocational education.  
 The aim of this study was to explore parallel career teachers’ motives, professional identity and 
professional learning, specifically of clinician-teachers, in the context of moving across the boundaries 
of both their occupational fields. Boundary crossing and Dialogical Self Theory were used as 
analytical frameworks.  
 A qualitative study following a phenomenological interpretative approach was carried out. Semi-
structured interviews were held with sixteen teachers from four allied health programmes at a large 
university of applied sciences in the Netherlands.  
 Participants’ narratives demonstrated the multiple, situated and social nature of professional 
identity and the learning mechanisms that play a role in learning at the boundary. Sustained personal 
and professional growth, commitment to their clinical profession and credibility and authenticity as a 
teacher were important motives for a parallel career. Working environment dynamics influenced 
positioning of clinician and teacher identities and feelings of competence in either role. Participants 
successfully integrated the teacher identity and exploited the learning potential of working across the 
boundaries of the clinical and academic world to the benefit of both. Perceptions of their teaching role 
reflected modern educational goals in higher vocational education and allied health education. 
Participants strove to improve the quality of clinical practice and the education of their future 
colleagues, often taking the lead in introducing innovations in either field.  
 This study provides empirical evidence for a dialogical view on identity and the types of learning at 
the boundary. It also demonstrates that educational institutes and clinical practices in allied health may 
profit from appointing clinician-teachers and supporting them in sustaining a parallel career.     
Boundary crossing, teacher identity, higher vocational education, allied health education. 
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Motieven, Identiteit en Leren over de Grenzen van Twee Beroepsvelden: 
Docenten in het Hoger Beroepsonderwijs met een combibaan. 
 
Else de Haan 
 
Samenvatting 
Het aantrekken en behouden van personen die bewust kiezen voor het combineren van hun werk in de 
beroepspraktijk met een carrière als hbo docent biedt hogescholen verschillende voordelen. Vanuit 
theoretisch oogpunt is een combibaan een interessant fenomeen wegens de veronderstelde invloed 
ervan op professionele identiteit en professioneel leren. Inzicht in deze aspecten ondersteunt  
conceptualisering van professionele identiteit en het leren van docenten met een combibaan alsmede 
initiatieven om deze docenten voor het hbo aan te trekken en te behouden.  
 Het doel van deze studie was het onderzoeken van de motieven, de professionele identiteit en het 
leren van ‘combibaan-docenten’, specifiek clinici-docenten, in de context van het bewegen over de 
grenzen van hun twee beroepspraktijken. Boundary crossing en Dialogical Self Theory vormden 
hierbij de analytische kaders.  
 De studie werd uitgevoerd volgens een fenomenologische interpretatieve benadering. Semi-
gestructureerd interviews werden afgenomen bij zestien docenten met een combibaan van vier 
paramedische opleidingen van een grote hbo instelling in Nederland.  
 De narratieven van de participanten illustreerden de meerstemmige, gesitueerde en sociaal 
bepaalde aard van de professionele identiteit alsmede de leermechanismen die een rol spelen bij het 
leren over grenzen. Persoonlijke en professionele ontwikkeling, passie voor het paramedisch beroep, 
geloofwaardigheid en authenticiteit als docent waren belangrijke motieven voor een combibaan. 
Omstandigheden in de werkomgevingen van de participanten beïnvloedden de positionering van de 
identiteit als clinicus en docent en het gevoel van competentie in elk van beide rollen. De participanten 
waren succesvol in het integreren van de docent identiteit en het benutten van het leerpotentieel van 
het werken over de grenzen van de paramedische en academische wereld tot wederzijds profijt. Hun 
opvattingen over hun rol als docent stemden overeen met huidige opvattingen over de doelstellingen 
van het hbo en het opleiden van paramedici. Zij streefden naar het verbeteren van de kwaliteit van de 
klinische praktijk en de opleiding van hun toekomstige vakgenoten, waarbij ze frequent het voortouw 
namen bij het introduceren van innovaties.  
 Naast empirisch bewijs voor een dialogisch perspectief op identiteit en het soort leren dat plaats 
vindt over grenzen, toont de studie aan dat zowel hogescholen als paramedische praktijken kunnen 
profiteren van het aanstellen van clinici-docenten  en het ondersteunen van combibanen.  
Leren over grenzen, docent identiteit, , hbo, paramedisch onderwijs.  
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     Motives, Identity and Learning across Two Occupational Fields: 




Universities of applied sciences in the Netherlands offering higher vocational education wish to 
employ professionals with substantial domain specific experience as teachers but have an aging 
teacher corps and struggle with the retention of young, talented teachers (Zestor arbeidsmarkt- en 
opleidingsfonds hbo, 2014; 2015). Approximately one third of teachers who leave their teaching 
position do so within the first three years of employment. Many employees work part time and one 
quarter of these employees combine teaching with another job in an occupational field related to their 
field of teaching (Zestor arbeidsmarkt- en opleidingsfonds hbo, 2014; 2015).  
 Attracting and retaining individuals who opt for a so-called ‘parallel career’ as practitioner-teacher 
is of special interest to universities of applied sciences. Employment of individuals who deliberately 
choose to pursue their primary occupational career in combination with a career in teaching, a so-
called ‘parallel career’ offers several potential advantages for higher vocational education. First, 
sustained, active participation in both the occupational and educational fields places parallel career 
teachers in an excellent position to recontextualize valid, valuable and current professional knowledge 
in curriculum and pedagogy (Evans, Guile, Harris, & Allan, 2010; Guile & Griffiths, 2001; Van Oers, 
1998). Second, these teachers embody students’ chosen occupation and by displaying a strong 
professional identity as an active, proficient practitioner they are credible role models. They may have 
an important role to play in the socialising function of higher vocational education by strengthening 
students’ commitment to and identification with the profession and professional values (Freidson, 
2001). Third, practitioner-teachers can support the university of applied sciences’ mission and efforts 
to conduct practice-based research through the provision of ready access to the world of practice.  
 Given the importance of parallel career teachers for higher vocational education it is surprising that 
studies focusing on this particular subgroup of teachers are lacking. Who are these individuals who, as 
a minority in higher vocational education, consciously commit to multiple job holding which is likely 
to present a number of potential sources of additional strain? Multiple jobholders generally work more 
hours than single jobholders (Hipple, 2010) and must fulfil demands from two separate work roles that 
could conflict with each other and with other life roles such as family  (Sliter & Boyd, 2014).   
 Commencing a parallel career as a practitioner-teacher involves crossing professional boundaries 
and entering a new professional domain, which raises a number of interesting theoretical questions 
regarding professional identity and professional learning. The transition from one professional context 
to another may be construed as ‘boundary crossing’ between different social and cultural practices, 
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also called activity systems (Engeström, 2001) or communities of practice (Wenger, 1998). Although 
boundaries are often regarded as problematic, learning theories developed by Wenger (1998) and 
Engeström (2001) claim that moving across boundaries of different social and cultural practices 
creates opportunities for learning  (Hordern, 2014; Tuomi-Gröhn, Engeström, & Young, 2003) and 
might be a source of innovation (Engeström, 2001). Professionals who cross boundaries (‘brokers’ or 
‘boundary spanners’) such as parallel career teachers are, in theory, capable of introducing elements of 
one site into another, thereby transforming practices while their agency and roles in different 
communities may result in identity shifts  (Akkerman & Bakker, 2011b).  
 Research on teachers’ perceptions of professional identity is highly relevant to education as several 
studies suggest a relationship between teachers’ professional identity and their engagement, 
performance and development  (Beijaard, Meijer, & Verloop, 2004; Kelchtermans, 2009; Watt & 
Richardson, 2008) as well as their commitment to the profession (Hong, 2010). Teachers’ professional 
identity is also expected to influence teachers’ attitudes and competence to handle educational change 
and innovations  (Beijaard et al., 2004) and impact career resilience in early career teachers (Pearce & 
Morrison, 2011). Research on teacher professional identity shows a holistic interest in what it means 
to be a teacher and views the teacher-as-agent as the main starting point in understanding and 
stimulating professional development (Akkerman & Meijer, 2011) 
 Existing research has focused primarily on the identity formation of single career teachers in 
primary and secondary education  (Beauchamp & Thomas, 2009; Beijaard, Verloop, & Vermunt, 
2000; Hamman, Gosselin, Romano, & Bunuan, 2010; Wilson & Deaney, 2010). A limited number of 
studies investigated identity formation and teacher professionalism in vocational education  (Avis & 
Bathmaker, 2006; Fejes & Köpsén, 2014; Gleeson & James, 2007; Köpsén, 2014; Vähäsantanen & 
Eteläpelto, 2009). Only two of those studies focused explicitly on vocational teachers’ identity 
formation through boundary crossing between prior occupations, teacher training and current 
occupations as teachers. Both these studies were carried out in the context of upper secondary school 
in Sweden  (Fejes & Köpsén, 2014; Köpsén, 2014). None of these studies specifically addresses how 
parallel career vocational teachers exploit the possible learning potential at the boundaries of different 
professional cultures nor did they study the relationships between identity, teaching and motives for- 
and sustaining parallel careers. In this study I examined these questions using the theoretical lenses of 
boundary crossing  (Akkerman & Bakker, 2011b) and Dialogical Self Theory  (Hermans & Gieser, 
2011). The theoretical framework of boundary crossing helps to understand and describe the nature of 
learning at the boundary  (Akkerman & Bakker, 2011b) while Dialogical Self Theory provides a 
language to capture and describe the dynamic nature of identity  (Hermans & Gieser, 2011) in 





Teacher professional identity 
Professional identity is a complex concept and defined differently or not defined at all in many 
publications on teachers’ professional identity. In this thesis professional identity is defined as ‘a sense 
of self as a professional’. To clarify the concept further, Kelchtermans’ (1993) description of teachers’ 
professional identity is useful here. According to this description, teachers’ professional identity 
consists of five inter-related parts: (1) self-image: how professionals describe themselves throughout 
their career stories; (2) self-esteem: the evolution of self as a professional, how good or otherwise as 
defined by self or others; (3) job-motivation: what makes the professional choose, remain committed 
to or leave the job?; (4) task-perception: how professionals define their jobs; and (5) future-
perspective: professionals’ expectations for their future development in their jobs.  
 In postmodern approaches, identity is considered a dynamic and multi-faceted process that involves 
both a person and a context; it requires a psychological as well as a sociological perspective  
(Beauchamp & Thomas, 2009; Vloet & Van Swet, 2010). It is viewed as a continuous dynamic 
process of interpretation and reinterpretation of meaningful experiences throughout a person’s life 
path and in his or her professional practice and thus as a process of learning  (Akkerman & Meijer, 
2011; Beijaard et al., 2004; Lave & Wenger, 1991). Professional identity reveals itself in self-
narratives; career stories that a person tells about himself or herself at a given moment within a certain 
context.  
 
The theoretical perspective of boundary crossing  
The learning that takes place through boundary crossing can be viewed as a type of multi-contextual 
learning (Wenger, 1998). Akkerman and Bakker (2011b) state that the precise nature of learning at the 
boundary has been very implicit in the literature. However, in an extensive literature review  
(Akkerman & Bakker, 2011a) they identified four types of learning at the boundary: identification, 
coordination, reflection and transformation. Identification is a learning mechanism that defines the 
nature of the different practices. An awareness of these practices’ similarities and differences makes 
their respective boundaries explicit. Coordination is a process that involves minimal routinized 
exchanges between practices to make transitions smoother. Communication and collaboration between 
practices takes place while boundaries are maintained. Reflection is considered a more profound effect 
of boundary crossing. Awareness of similarities and differences between practices leads to awareness 
of one’s own perspective on one practice (i.e. perspective making) and learning to look differently at 
that practice by taking on the perspective of the other practice (i.e. perspective taking). This process 
involves for example widening one’s own vision or attitude towards one’s profession or professional 
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activities. The learning mechanism of transformation leads to actual changes in practices or the 
creation of a new in-between practice (e.g. a boundary practice) that incorporates features of both 
practices. Changes in the content of occupations, changes in professional roles and changes in 
professional identity may evolve from transformation boundary crossing. Akkerman and Bakker 
(2011a) do not elaborate on the exact relationship between the four learning mechanisms but suggest, 
based on limited empirical research findings, that a relationship exists between these types of learning 
in the sense that transformation requires identification and reflection.  
 In this study I examined the learning potential of boundary crossing and the types of learning 
identified by Akkerman and Bakker (2011a) as they emerged from parallel career teachers’ narratives 
about their professional practices as teacher and practitioner. In theory, not only the educational 
practice of parallel career teachers as stated earlier but also their (primary) occupational practice may 
profit from the learning potential of boundary crossing. These individuals’ engagement in the social 
practice of teaching in higher education where producing and keeping abreast of new (scientific) 
knowledge is highly valued, can be viewed as an obvious and useful source of continued professional 
development that benefits occupational practice.  
 
The theoretical perspective of Dialogical Self Theory (DST) 
Dialogical Self Theory (Hermans & Gieser, 2011) describes the dynamic nature of identity as a 
dialogue between the self and society. The ‘dialogical self’ (I) emerges from its intrinsic contact with 
the (social) environment and is bound to particular positions in time and space. A person’s identity 
involves multiple sub-identities or identity positions (for example I, the mother, I, the partner, I, the 
teacher) each with its own unique perspectives, needs, fears, concerns and aspirations. Identity 
formation is seen as a negotiated process or as a synthesising activity between multiple identity 
positions (so-called I-positions) that interact with each other in a dialogical fashion  (Akkerman & 
Meijer, 2011; Hermans, 2012). The notion of I-positions acknowledges the multiplicity of self, while 
preserving, at the same time, its coherence and unity  (Hermans & Gieser, 2011). Next to the notion of 
multiple I-positions, the dialogical approach also acknowledges the discontinuous and social nature of 
identity  (Akkerman & Meijer, 2011) and suggests that identity changes according to the type of 
situation one finds oneself in; some I-positions are dominant and overpowering, whereas others are 
more subdued in a given situation.  The various I-positions reveal themselves as ‘voiced’ positions 
when a specific viewpoint and story is brought forward in an individual’s narrative. Some tend to 
cooperate and form coalitions, whereas others function in conflict, opposition or even in continuous 
battle  (Hermans & Hermans-Konopka, 2010). Internal conflicts may lead to productive self-
reflection, self-exploration and stimulate further development. To integrate different identity positions 
into a coherent single self and preserve unity, people develop identity narratives. Narration takes place 
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both within the self and in the form of verbal accounts to others; it involves integrating old and new 
experiences and making sense of those experiences  (Hermans & Hermans-Konopka, 2010). Hermans 
and Hermans-Konopka (2010) describe three kinds of identity narratives. The first kind of identity 
narrative is meta-positioning: engaging in the act of self-reflection on one’s position and one’s 
position in the context of other positions. The second kind of identity narrative is creating coalitions of 
positions: forming particular combinations of I-positions that may significantly contribute to the unity 
and continuity of self. Productive coalitions take the interests of both positions into account and 
contribute positively to a person’s behaviour and wellbeing. For example, parallel career teachers may 
recognize that a reciprocal beneficial relationship exists between the I-position of practitioner and the 
I-position of teacher. The third identity narrative is conciliation in a third position: mitigating and 
diminishing a conflict between two positions by developing a new position. Parallel career teachers 
may experience social-cultural differences, even conflicts between the world of practice and the world 
of academic teaching and develop a third position, for example as an ‘academic pragmatist’ to lessen 
such a conflict. 
 On starting a career as teacher in higher vocational education and thereby joining the community of 
teaching, an individual who has presumably already adopted the I-position of practitioner is 
introduced to the new I-position of teacher. According to the Dialogical Self Theory, the new I-
position of teacher enters in a dialogical relationship with the existing I- position of practitioner. 
Questions to be addressed are how the identity positions of practitioner and teacher are positioned in 
parallel career teachers, whether tensions are experienced between the two I-positions in certain 
situations and what narratives they develop to integrate the identity of teacher into their overall 
identity. Dialogical Self Theory (DST) acknowledges the multiple, situated and social nature of 
identity and is therefore particularly suited as an analytical framework to study identity positioning in 
boundary crossing individuals. For this reason I chose DST to investigate and describe parallel career 
teachers positioning of professional identity. 
    
Research questions  
I investigated parallel career teachers’ professional identity and learning, specifically of clinician-
teachers in allied health, in the context of moving across the boundaries of both their occupational 
fields using the following questions:  
(1) What motivates parallel career teachers for a career in teaching and clinical practice? Motives 
are considered an inter-related part of teachers’ professional identity  (Kelchtermans, 2009) and clarify 
why clinicians choose to start teaching in higher vocation education and why they are committed to a 
parallel career; (2) How do parallel career teachers position the teacher and clinician identity into 
their professional identity?  Boundary crossing between occupational and educational practice is 
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expected to influence parallel career teachers’ identity positioning in ways that are as yet unknown. 
Analysis of professional identity using a dialogical approach investigates the presence of multiple, 
possibly conflicting I-positions and the dynamic and social nature of identity positioning. This 
approach contributes to the conceptualization and understanding of boundary-crossing clinician-
teachers’ professional identity; (3) How do parallel career teachers describe their professional 
identity in terms of educational task perception, aspirations and pedagogical viewpoints? Next to 
motives, teachers’ task perception, aspirations and pedagogical viewpoints are important inter-related 
parts of teachers’ professional identity. Addressing this research question allows multi-faceted 
portrayal of professional identity of clinician-teachers in higher vocational education; (4) To what 
extent does a parallel career offer potential for learning at the boundary and how do clinician-
teachers exploit this potential? In theory, clinician-teachers may profit from the learning potential of 
boundary crossing. This research question explores to what extent clinician-teachers do experience 
learning at the boundary, whether the learning mechanisms described by Akkerman and Bakker  
(2011a) can be identified in their narratives and to what extent their educational and clinical practice 





A phenomenological interpretative approach (Creswell, 2013) was used to investigate the research 
questions. Within the interpretivist paradigm, a basic assumption is that reality is subjective and 
changing and meaning is constructed in the researcher-participant interaction  (Bunniss & Kelly, 2010; 
Creswell, 2013; Madill, Jordan, & Shirley, 2000). The data were collected via face-to-face, in person, 
in depth semi-structured interviews.  
 Consistent with interpretivist epistemological assumptions about the nature of qualitative enquiry, 
the trustworthiness, credibility and plausibility of the research findings were supported by reflexivity 
of the researcher maintained during the entire research process and triangulation through multiple 
analyses: using a second investigator at the subsequent stages of analysis and interpretation of the 
data, and member validation.  
 
Context 
The study was carried out at the Faculty of Healthcare of a large (+/- 38.000 students), centrally 
located, public institution for higher vocational education in the Netherlands. This university of 
applied sciences offers fulltime and part time 4-year bachelor programmes, 1-2-year part time master 
programmes and 2-year associate degrees. Since 2015, teachers (current and new staff members) need 
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to be educated up to the master degree level (professional or academic) to be considered for a 
permanent position as lecturer.  
 The university follows a competency-based approach to learning. The faculty of health offers ten, 
four-year educational programmes leading to a Bachelor of Science degree in health (European 
Qualification Framework level 6). Participants for this study were recruited from four different 
departments: speech and language therapy, dental hygiene, physiotherapy and optometry/ orthoptry.  
 
Participants 
Purposive sampling was used to recruit participants for the study. The departmental heads of dental 
healthcare, speech and language therapy, optometry/ orthoptry and physical therapy were asked to 
supply a list of members of their teaching staff who maintained a parallel career as clinician in their 
respective clinical fields and who had varying degree of experience as a teacher. Key sampling criteria 
were aimed at selecting a representative number of parallel career clinician-teachers from a 
homogenous field of study, i.e. healthcare, whilst varying the specific clinical field these participants 
practise and teach in and varying the years of experience they have as clinician and teacher. This was 
thought to enable the study of shared experiences as well as to bring to light different perspectives 
with regard to identity and learning across boundaries. Because of the skewed gender distribution 
common to certain paramedical professions, equal distribution of gender among participants across 
departments was not possible.  
 Initially 12 participants, 3 from each of the four departments were asked to participate. Because of 
the necessary changes that were made to the interview protocol after the first three interviews and to 
allow saturation of the findings, it was decided to include a further 4 participants in the study, one 
from each of the four departments, bringing the total number of participants to 16.  
 All participants had graduated as clinicians in allied health before embarking on a teaching career. 
Of the 16 participants, 13 held a master degree; 3 participants were bachelors and were studying for a 
master degree at the time that this study was carried out. The time between graduating as clinician and 
starting to teach varied greatly amongst participants (1-14 yrs.) as well as the division of hours per 
week spent working as a clinician (8-30) and as a teacher (10-24). Participants’ teaching experience in 
years was more limited than their clinical experience. Averaged across participants, the division of 
time between teaching and clinical work per week was almost equally distributed (i.e. 19 hrs. teaching 
vs. 16 hrs. clinical) albeit with a considerably larger spread in the hours of clinical work per week. 





Table 1 Participants’ detailed demographic data 
                               
          n      M (range) 
 
 
Age (yrs.)              33 (24-52) 
Gender            
 male           2 
 Female         14 
Department            
 Dental healthcare     4 
 Speech and language therapy 4 
 Optometry/ orthoptry   4 
 Physiotherapy     4 
Occupational experience (yrs.)   
 Clinical             12 (2-25) 
 Teaching               6 (1-17) 
Division of time (hrs P/W)     
 Clinical              16 (8-30) 




The instrument used for the semi-structured interviews consisted of an interview protocol (appendix 1) 
that incorporated a topic list derived from the research questions and the literature study. Each topic 
was converted into a number of questions that were open-ended and corresponded with the main 
research questions. The questions provided structure to the interview and intended to facilitate in-
depth exploration of the different topics  (Ritchie, Lewis, Nicholls, & Ormston, 2013). 
 During the interview, Kelchtermans’ (1993) description of teachers’ professional identity served as 
a starting point to focus on various issues that were thought to reveal perceptions of professional 
identity, such as: motives to start and continue a parallel career, commitment to their clinical and 
teaching job, feelings of competence and pride being a clinician and a teacher, educational goals as a 
teacher in higher vocational education and working and learning across different occupational 
contexts. To aid the participant, the block of questions pertaining to each topic was organized in a 
logical way (Boeije, 2009). Consistent with the emergent nature of a qualitative study, minor 
adjustments were made to the original topic list and interview questions after the first three interviews 
were completed and subjected to first cycle coding  (Miles, Huberman, & Saldana, 2014) to allow 
more thorough exploration of the research themes. 
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Data collection 
The interviews were held at the faculty of health at a mutually convenient time. The interviews were 
conducted in Dutch, lasted between 1 and 1,5 hours and were recorded in full on a digital audio 
recorder. The researcher followed the interview protocol and used field notes during the interview to 
record thoughts and ideas that emerged during the interview. The interviews were transcribed 
verbatim as a Word document by a professional transcriptionist. The researcher checked- and when 
necessary corrected- the transcripts by listening to each of the recordings. The transcripts were sent to 
the participants by e-mail for verification of the information provided (i.e. member checking). 
Transcripts were typically between 35 and 45 double-spaced pages long. Participants were asked to 
check and validate the content of the interview and were invited to provide additional information 
regarding the research theme, if they wished to do so. Minor changes were made to five of the 
transcripts based on the suggestions of the participants. These changes consisted of corrections of 
spelling or wording only and were followed through by listening to the audio recordings of the said 
interviews to ensure integrity of the original data. 
 After member checking of the transcripts was completed, the data were anonymized by replacing 
participants’ names and names of all other people mentioned in the interviews with pseudonyms. The 
transcripts were loaded into Dedoose 7.5 (2016) a web application for managing, analyzing, and 
presenting qualitative and mixed method research data. 
 
Ethical clearance 
Permission to conduct the study was granted by the board of directors of the faculty. Following the 
requirements of ethical clearance, each participant received detailed information about the purpose and 
conduct of the study and signed the informed consent form (appendix 2) prior to conduct of the 
interview. Participants were aware that they participated voluntarily, that they had the right not to 
answer certain questions and to withdraw from participating at any stage of the research process. 
During the interview, the researcher took great care to make the participant feel comfortable, valued, 
and respected. An unpressurized pace was maintained during the interview and the interviewees were 
allowed ample time to think before answering questions and add information at any time. The 
researcher ensured that each interview was concluded in a positive manner by expressing gratitude 
towards the interviewee for participating, asking the interviewee to give feedback on the way the 
interview had been conducted and explained the subsequent steps of the research process. The 16 
members of staff that were asked to participate all agreed to be interviewed. To maintain privacy and 




Data analysis                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
Data analysis started after the first three interviews were processed to ensure familiarization with the 
data at an early stage and provide input for the subsequent interviews. The primary investigator started 
the analytic process of thorough familiarization through close reading and re-reading of the first three 
interviews and re-examining research objectives and questions. Next, the data were indexed and sorted 
by selecting and marking every segment of text in each of the three full-length transcripts considered 
as meaningful units of analysis. Descriptive codes were assigned to each of these units. The codes 
were derived from the conceptual framework and interview themes combined with empirically 
grounded codes that emerged from the interviews.  During this first cycle, the investigator used 
memos to log emergent analytic ideas, difficulties in applying the initial coding scheme, questions to 
document the analytic process and support further refinement of the coding scheme. The initial coding 
scheme comprised of 27 codes with a description of the meaning of each code. This initial coding 
scheme and the data extracts were discussed with a second coder1 who subsequently independently 
coded the same units of text of the three interviews to test the applicability and robustness of the initial 
codes. The second coder also used memos during the coding process to record uncertainties, raise 
questions and note difficulties in applying the initial coding scheme and developed additional codes to 
the initial scheme when deemed necessary.  
 From discussion of coding discrepancies, code definitions and the information contained in the 
memos, it became clear that the initial coding scheme fragmented the data too much and the coding 
scheme was reworked to comprise 15 descriptive codes (appendix 3). Subsequently, the first three 
interviews were recoded using the reworked coding scheme and the degree of consistency with which 
this coding scheme was applied was discussed with the second coder. After further small refinements 
of the coding scheme, the other 13 transcripts were coded using this scheme. Next, a framework 
matrix was constructed to summarize the data and allow within- and between case analysis of the 16 
participants (Miles et al., 2014). The matrix served as a basis on which the research questions could be 
answered. The framework matrix therefore focused on the following main themes: participants’ 
motives to start and maintain a parallel career (research question 1), descriptions of perceived identity 
(research question 2 & 3) and narratives regarding working and learning across clinical and teaching 
environments (research question 4). Each theme was allocated a column and each case was assigned a 
particular row. For each case, the researcher summarized the data per theme across all transcripts and 
translated the data to English. Care was taken to include enough detail and context to allow a thorough 
understanding of the different perspectives and descriptions contained in the original material. The 
researcher frequently re-read a participant’s excerpts in the context of the original data to verify that 
the summaries accurately reflected the participant’s views. Quotes of the participants were included in 
                                                     
1 This second coder has a background in medical education and educational research. 
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the summaries to capture the subtlety and detail provided in the actual words of the participants 
(Appendix 4 shows an excerpt of the matrix table). To answer research question 2 on identity 
positioning, a micro- analysis of participants’ representative quotes regarding perceived identity was 
carried out to describe how participants take on and shift between identity positions in different 
contexts (at university, at the clinic) in response to relevant others (teaching colleagues, clinical 
colleagues, students, acquaintances, et cetera).  
To generate meaning and draw conclusions from the data a number of different strategies (Miles et 
al., 2014; Ritchie et al., 2013) were used: noting recurrent patterns and themes, detecting their 
elements and key dimensions, and clustering findings by aggregating and comparing findings across 
participants. Possible linkages between the findings and the socio-demographic characteristics of the 
subgroups (e.g. occupational background, age, length of experience as clinician/teacher, division of 
time working as clinician/teacher) in the study were explored. Emergent patterns and conclusions were 
deliberately tested by checking for outliers, looking for negative evidence, and surprises in the data 
(Miles et al., 2014; Ritchie et al., 2013). This served to prevent inferential leaps and premature, 
unwarranted conclusions. To strengthen the credibility and plausibility of the outcome of the study, 
the second researcher was consulted again in the interpretative phase. First, she assessed how well 
participants’ meaning had been captured and interpreted in general by reviewing the summaries of six 
randomly chosen participants represented in the framework matrix against the original data. Second, 
she reviewed the interpretation of the analysis and the results of the study. The results of the study 
were sent to the participants to provide respondent validation. All participants responded to the request 
to comment on the credibility of the study findings and affirmed that the results reflected their views, 




In the following four sections the findings that address the research questions are presented. The first 
section describes the motives of clinician-teachers to start and maintain a parallel career. The second 
section describes and analyzes the identity positioning of clinician and teacher in terms of the 
Dialogical Self Theory. The third section describes clinician-teachers’ perceptions of professional 
identity as revealed in their narratives regarding their educational tasks, aspirations and pedagogical 
viewpoints. The fourth section addresses clinician-teachers’ learning across the boundaries of clinical 




Research question 1: What motivates parallel career teachers for a career in teaching and 
clinical practice? 
 
Personal and professional development 
The participants described starting and maintaining a parallel career as a conscious and personal 
choice. A recurrent motive to embark on teaching in higher vocational education was the need for 
sustained personal and professional growth that clinical practice on its own could not provide. All 
participants expressed a strong commitment to professional learning, a desire they had tried to fill with 
active participation in continued professional education. Irrespective of the number of years they had 
worked as a clinician, their clinical background or their age, they mentioned that a lack of fulfillment 
in their clinical work had been the main driver for exploring a career in higher vocational teaching. 
Participants describe themselves as “always looking to develop new things” (Anna); “wanting 
something more” (Victoria); “restless” (Harriet) or “sickly curious and easily bored” (Ben). Barbara 
and Jessica realized very early on in their clinical career that being a clinician only, would not fulfill 
this need. Barbara said: 
 
Within about three months it was clear to me that I just couldn’t... this was not enough for me. Sitting in that 
corner, in the practice and just doing things. I just lacked a mental challenge. Even though I absolutely realized 
that I still had a lot to learn in the way of practical skills. But I didn’t feel I was developing intellectually and I 
wasn’t growing personally. 
 
Teaching in higher vocational education was generally viewed as a challenge, an interesting job 
prospect that would offer variation to counterbalance the routine of clinical practice and prevented one 
becoming a “treatment factory” (Victoria). A consistent response was that teaching and participating 
in an academic environment provided the continuous intellectual input for the desired personal 
development: 
 
I think it is exactly the combination that sustains me...there is the clinical load and the teaching load. Work as a 
dental hygienist isn’t in any way boring… but I don’t want to get into a rut (…) I want to see more, do more (…) 
I feel I’m more alive when I participate in all kinds of things (Liv). 
 
Beside this commonly shared, dominant motive to start teaching, a career in teaching was sometimes 
viewed as a “safeguard for the future” (Liv, Anna) in case the physical strain of certain clinical 
professions like dental hygiene or physical therapy take their toll, making a continuation of a clinical 
career impossible. The steady income that a permanent teaching position offers was also mentioned as 
attractive, especially for a young clinician like Brenda whose income depended on the number of 
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patients she treated. However, financial gain did not appear to be a primary motive for participants to 
start and maintain a career in teaching. Participants who were employed by healthcare institutions 
mentioned that their earnings as clinicians were generally similar to or slightly below their earnings in 
teaching. Participants who owned or were partners in (private) clinical practice mentioned that their 
earnings in clinical practice were considerably higher than their earnings in teaching.  
 Altruistic motives such as “a desire to share my knowledge with students” were named by only a 
few participants as an additional motive to start teaching and only by those who started teaching when 
they were already very experienced clinicians. 
 
Passion for the clinical profession 
Particularly those participants who had sustained a parallel career for some years described their 
deeply felt commitment to their clinical profession as an important motive to maintain their clinical 
career. They took pride in their clinical work, wanted to be good at it and they wanted to convey this 
to their students. As Harriet said: 
 
[my clinical work] is close to my heart (…) it’s wonderful to see people grow and to accomplish things together 
with these people. It can also offer you a lot personally. (…). It’s a great profession, an important profession. 
 
Maintaining a clinical career as a teacher in higher vocational teaching was also considered an 
example, a strong motivator for students and Victoria felt a parallel career exemplified the worth she 
attributed to being a clinician: 
 
I enjoy being in front of a group of students and telling them I still enjoy being a clinician as they are here to 
learn that profession. (…). It’s a bit strange to say: ‘I’m only a teacher now because I like that better than being a 
clinician’ when you’re there to train these students to become one. 
 
Credibility and authenticity in teaching 
According to the participants, being clinically active provided a stable base, a foundation for teaching. 
Several interviewees emphasized the importance of “knowing what you’re talking about”, “being in 
touch with reality” and “keeping up to date with new developments” as it helped them to feel 
comfortable and credible in the teaching role: 
 
[Being a clinician] means knowing what I’m talking about, not just from a book but from face-to-face 
experiences with patients. (…) Instructing students how to administer this new test that I have never 
administered myself in practice… I find that a bit strange. (Isabel) 
 
 18 
Peter felt that being a clinician strengthened his personal credibility as a teacher in higher vocational 
education in his interaction with students: 
 
They come to study physiotherapy and you’re saying: ‘I’m a physiotherapist and I work at a practice and now 
we’re going to discuss these patients whom I see very often’, then that’s very different. It’s like… wham! I do 
just benefit from that. 
 
The translation of theory to practice was greatly supported by their ability to tell students about their 
recent and relevant personal experiences in the clinic. Being clinically active improved the quality of 
their teaching because it enabled them to better explain to students why they needed to learn certain 
theoretical concepts by referring to its practical application.  
 Sustained active participation in clinical practice was thought to strengthen their skill in the 
authentic portrayal of a clinician’s but also a patient’s behavior, thinking and attitudes. This provided 
opportunities for more realistic role play as a teaching strategy and enhanced learning.  
 They also viewed their teaching to be more truthful because they themselves regularly experienced 
the tensions and discrepancies between the ideal of clinical practice and the day-to-day reality. They 
considered addressing these issues in class an essential responsibility in higher vocational teaching as 
it prepares students for the real world of clinical practice. Isabel said: 
 
I know that some theoretical ideas do not work in practice. We discussed a clinical test this morning; if you 
follow the diagnostic method from A to Z in practice, you’ll be busy with your patient for about ten hours before 
you can even come up with one treatment goal. And then I think: ’yes, that’s nice but unworkable in practice’. 
Then I discuss with students: ‘this is the ideal picture but now we have to do this in a quarter of that time, so how 
do we tackle this?’ 
 
Participants did not consider sustained clinical activity a necessity for every teacher in higher 
vocational education. However, Jessica voiced a commonly held view that teachers who had stopped 
practising a long time ago were at risk of losing touch with actual clinical practice with adverse effects 
on the quality of their teaching: 
 
Colleagues who have stopped working clinically do not always know anymore what they are talking about; they 
miss essential aspects that students need to know. So, they’ve become too theoretical and what they teach 
students doesn’t accord with reality but students are not aware of this and will accept what they are told until 
they meet a teacher who does have the actual clinical experience. You can’t teach someone something that 
doesn’t work in practice. 
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The relatively easy access they have as clinicians to patient materials (e.g. case histories, video and 
audio recordings) was viewed as essential in higher vocational teaching and benefits not only their 
own teaching but also that of their colleagues as this material frequently shaped the curriculum to an 
important extent. They expressed their firm belief that their ability to draw continuously from recent, 
personal clinical experience not only improved but also enlivened their teaching, was more enjoyable 
for students and thus stimulated students’ engagement and motivation. Several participants described 
how the content of what they were teaching was often on their mind during their clinical work: 
 
I look at my patients from an educational viewpoint as during patient encounters my teaching is always at the 
back of my mind: what are we discussing at university at the moment? What would be useful to show the 
students at this moment in time? They just know it when it’s about a patient I saw only yesterday. I also ask their 
opinion about a patient that I’m sincerely confused about, I present the case in class like: ‘hey guys, please think 
with me and how are we going to go about it?’. And next week I’ll readdress the case. And honestly, as soon as 
that group comes into the classroom again, they’ll ask about it. Because they want to know. So, that’s my drive 
to want to do it like this’. (Ben) 
 
The aspect of credibility also extended to the teacher role participants fulfilled outside of the 
classroom walls. For example, during their students’ internships; in their contacts with supervisors in 
the work field, it helped to be a fellow clinician as well as a teacher: 
 
as a colleague…when you know exactly what is going on in clinical practice, about the administrative burden, 
the financial pressure from insurance companies, those sort of things. So, this helps to create a relaxed 
atmosphere as like knows like…otherwise you are often viewed as that teacher... from that ivory tower of 
education. (Ben) 
 
Positive influence on clinical work 
A commonly held view was that teaching affected who they were as clinicians and how they 
experienced their clinical work. It was noted that teaching made clinical practice more enjoyable and 
in some instances led to a positive reappraisal of clinical practice because of its perceived value to 
teaching. Teaching was seen to benefit their clinical work; even contributing to becoming better 
clinicians: 
 
I think the positive aspect of teaching is that I really think that I am better able to guide my patients. Since I 




The contribution of teaching to the quality of their clinical work appeared to be an important motive 
for participants to maintain a parallel career and is discussed in more detail in the section on the results 
pertaining to research question 4. 
 
Research question 2: How do parallel career teachers position the teacher and clinician identity 
into their professional identity?                       
 
Subtle differences in identity perception were revealed when participants described how they would 
introduce themselves to others. This included: “I am a [clinical profession] and a teacher in [clinical 
field]”; “I am a teacher in [clinical field] and also work as [clinical profession]”; “I practise as [clinical 
profession] and teach in [clinical field]” and “I am a teacher in [clinical field]”. Participants’ further 
narratives demonstrated how the I-positions of clinician and teacher were positioned within the self. 
 All participants described both positions in their narratives, with a general dominance of the 
clinician identity, which was present before developing a teacher identity and remains important. The 
I-position of clinician as core position was dominant in participants’ narrative when they described 
that being a teacher in higher vocational education is conditional on being a clinician: 
 
For me it is inseparable; I am a dental hygienist and a teacher in dental hygiene. So, I don’t think I could be a 
teacher at the department of dental hygiene if I would not be a dental hygienist myself. (Tess) 
 
I am a speech and language therapist, I work at a practice and I work at the university of applied sciences’ (…) 
When I think: ‘what are you?’ then I’m still more a clinician than a teacher (...) that’s the core. (Harriet) 
 
The I-position of teacher was sometimes voiced as a confirmation of clinical expertise, exemplifying 
the strong interdependence between teacher identity and occupational identity as described by Isabel: 
 
Just with regard to myself I’m thinking: I am such a good speech and language therapist that I’m allowed to be a 
teacher. In this way being a teacher symbolizes high status to me and it also means that I think that there are a 
quite a few therapists who…well, yeah, wouldn’t qualify. 
 
This narrative shows a coalition  (Hermans & Hermans-Konopka, 2010) between I-position of teacher 
and clinician where I-position of teacher served to strengthen and stabilize the dominating core 
identity position of clinician.  
 The dynamics of positioning I-as-teacher and I-as-clinician over time were influenced by events 
and circumstances in the participants’ social environments. For example, in encounters with others, I-
position of teacher was moved to a more prominent position when participants wanted to distance 
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themselves from other clinician colleagues, namely those outside of the academic environment. With 
the temporary dominance of I-as-teacher, these participants’ identity dialogically defined itself by 
contrast with others (i.e. therapists that are not teachers) that are part of -what I am not- as shown in 
Isabel’s earlier statement and likewise expressed by Ben who described how he introduces himself to 
others:  
 
I say I’m a physiotherapist, because that is my base. Then I wait and when they say: ‘when I press here I’m 
feeling pain here’ (laughs) I pull back. And then after a while, I mention, almost as an excuse, that I’m a teacher 
at the university of applied sciences. To… make myself known, sort of, as a very critical colleague, who has 
something to say and not only busies himself in the clinic all day long. That’s a sort of, yes, sometimes almost a 
sort of an excuse’. 
 
This narrative shows the dialogical interchange between the conflicting identity positions of clinician 
and teacher and the creation of a third position of ‘I-as-academic clinician’. Adopting this position 
satisfied the participant’s apparent need and concern to identify as an intelligent, ‘thinking therapist’. 
Participants also shifted and reconstructed their identity positions in the opposite direction as shown 
earlier by Peter who took on a dominant I-as-clinician in encounters with internship supervisors, and 
clinicians in the work field to confirm his membership of that social group. 
 Circumstances in the participants’ social environments such as specific tasks, responsibilities and 
presence in either place of work also influenced the dynamics of identity over time. Participants with a 
small teaching contract found it particularly difficult to invest time in educational issues beyond their 
own immediate teaching responsibilities that would build up their identity position as teacher and 
support the integration of the teacher identity. Harriet described how a subdued I-position of teacher 
might be linked to having a small and temporary contract: 
 
I still find it difficult to describe who I am as a teacher. I have replaced Bruno for 4 years and only in my fifth 
year when I was no longer someone’s replacement...that made a huge difference in my mind. Until then I felt 
like a specialized clinician who came to give some lessons. (…) you fly in, you give your lessons and you fly out 
again. (..) I was never there for team meetings, you’re really never there for anything and I didn’t really have the 
time to get involved in those things either. Last year this changed when I realized I’m not a therapist who 
teaches; I teach two different subjects. Now I feel I am a therapist and a teacher. But before I said about myself: 
’I am a teacher’…for a long time I said, when someone asked what I did for a living: ‘Yes, I also teach at the 
university of applied sciences’. I never said: ‘I am a teacher in higher vocational education’. 
 
A subdued I-position of teacher and a more dominant I-position of clinician was also linked to 
differences in feelings of competence in either role. For those participants, the dominant I-position of 
clinician was motivated by a stronger awareness of clinical expertise than of teaching expertise. 
 22 
Although participants felt competent enough to fulfill the teaching role, supported by positive 
evaluations from students and management, they also expressed the view that there was more to learn. 
However, they found it difficult to articulate which specific areas of teaching competency they felt 
they needed to develop. Finding the time and energy to engage in further development of their 
teaching knowledge and skills in addition to working two jobs also proved difficult. Moreover, they 
were not always sure whether this was really their ambition: 
 
(…) And indeed with respect to my career as dental hygienist, I have the feeling that I am, yes really competent. 
(…) I’m able to say about myself that I am a good dental hygienist with regard to my knowledge and also my 
skills. And… well, I believe there’s nothing to worry about. And as for teaching, I find it very difficult to say 
something about that…because I’m thinking; yes, well, what do I mean with that? What do I understand 
teaching to be? (…) I’m thinking about the didactical aspect and I certainly think that there’s a lot to learn for 
me. But I’m not sure, that’s something I would really want to do. (Barbara) 
 
Differences in level of experience, differences in the nature, duration and intensity of clinical training 
compared to limited teacher training and the absence of continuing teacher education can also explain 
differences in I-positioning. Gabrielle mentioned with regard to these differences: 
 
(…) I’m more competent [as clinician]. Yes. But that purely because…That’s what I have been trained for. And 
I have not been trained to be a teacher. I apply my profession, but…there are those guidelines [she refers to a 
vocational teacher’s course], and I do ask to receive feedback with regard to those. But no, I’m more competent 
in clinical practice. But of course, I do learn something [about teaching] as I go along. 
 
Participants described the teaching role as complex due to the range of different roles that were part of 
vocational teaching (e.g. subject matter expert, coach, organizer, mentor, course designer). Feelings of 
competence as a teacher were closely linked to these roles and the experience they had in each of these 
roles. Feelings of accomplishment in the teacher role and the range of responsibilities that the 
university entrusted them with supported teacher identity. Victoria for example said that being asked 
to get involved in a project to innovate the curriculum, in spite of her small contract as a teacher, 
strengthened her teacher identity: 
 
It [being involved] meant to me that I was trusted to do the job and that the content of what I did would be good. 
This gave me a good feeling. 
The I-position of teacher was also promoted in some instances by responses of colleagues in clinical 
practice as Harriet described: 
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I’ve always thought: I am a therapist just like everyone else and I happen to teach. (…) and then a very good 
friend of mine and a fellow therapist said: (..) ‘the moment you start talking, each one of us [therapists] look at 
you as being the teacher’, while they’ve all known me for twenty years! I think it is very nice. Because in that 
way, I do feel: yes, I’m really developing that part of my identity. 
 
Appreciation of their continued activities as clinicians by coworkers and management in the academic 
environment also supported the coalition between the identity of clinician and teacher. Ben for 
example described how his participation in clinical case meetings at the university of applied sciences 
with coworkers who were researcher-teachers made him feel valued as clinician-teacher. 
 The I-position of teacher as core position and a less central I-positioning of clinician was also 
voiced but was much more exceptional among the participants and only mentioned by two young 
participants (Brenda, Lauren) with limited clinical and teaching experience: 
 
[I introduce myself as] ‘a teacher in speech and language therapy’. And then I say: ‘oh yes, I also work in a 
practice’. I consider this job [teaching] more as ‘my job’ and the clinical work I do is additional; it’s more a kind 
of support to this job.  
 
The dominance of the I-position of teacher was voiced in conjunction with the ambition to develop 
further academically, the view that the scope for personal development as a teacher surpassed that of 
clinician and the expression of doubt whether continuation of a parallel career would be a realistic 
option in the long run due to personal circumstances. The stronger identity position as a teacher may 
be related to these participants’ limited clinical experience and recent graduation from a teacher 
training programme that was also more extensive than that of other participants. 
 
Research question 3: How do parallel career teachers describe their professional identity in 
terms of task perception, aspirations and pedagogical viewpoints? 
 
Providing an authentic context to learning 
Participants’ narratives expressed what they viewed as their central role as teachers: the authentic 
portrayal of professional practice, thereby providing a context to students’ learning of a clinician’s 
body of knowledge, skills and attitudes. They underlined how their continued participation in the 
community of clinical practice, outside of university, facilitates them to fulfill this role as a teacher 
and how it adds to the educational program. While they acknowledged that much of the profession’s 
content knowledge could be gathered from the literature, they argued that their unique contribution 
consisted in their efforts to convey the social and physical environment of the profession: 
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I think I can just, much more…. that’s what I think, let them really connect with daily practice. Via ‘live’ 
examples… I’m not able to actually show them, but I can exchange ‘live’ examples of experiences with them. 
(…) So, they’ll also see: it is not all that nice, not like the way we present it to them here. It makes them realize 
this. That the actual patient is not the patient as you learn from the books but that there is a lot more to it. (…) 
Like, you realize truly what it is all about. It’s all nice and beautiful here, but hey... (Peter). 
 
Improving clinical practice 
Participants’ commitment to their clinical profession and the advancement of that profession was 
expressed in their aspiration to educate excellent and professional clinicians. This was viewed as an 
effective way to improve the quality of professional practice in their respective fields. They tried to 
infuse students with their enthusiasm about their clinical profession and emphasized the opportunities 
students have to improve that profession: 
 
I try very hard to think: how do we accomplish this [improving quality of care]? That’s what I want to convey to 
students: if you think that you have such an important role – and you do have, even though you might not realize 
this- you’ll have changes, incredible changes later on. (Ben) 
 
When I realize …in my role as physiotherapist I have really helped this patient improve. I can be very proud of 
that (…) and when this happens, I really want to tell students about it:’ Look what we’ve done’. Not so much 
about how well I’ve done, I would never say it that like that, but much more like: ‘See what we we’re able to do 
with our profession, what we can mean to patients, which steps we can take’. (Esther) 
 
Participants tried to instill in students the attitude of a critical and reflective practitioner and thereby 
educate a future colleague who would be better equipped to improve current clinical practice. They 
used examples of their own experiences and thought processes in clinical practice to accomplish this 
goal: 
 
[I reflect with them on] ...and what kind of therapist am I? I think that’s also my added value, because I can also 
just show them this by practical example (…) your struggles and deliberations or why something doesn’t work. I 
try to convey that I want them to think about: why do I want to do this? Do I want to save people when I become 
a clinician? Well, is that really such a good motive? To think about those things… that’s what I find interesting 
(...) and talking about lifelong learning, it’s exactly those things. (Harriet) 
 
Students are future colleagues 
In describing their pedagogical viewpoints, participants did not project themselves as role models in 
the sense of ‘how things should be done’ neither did they portray themselves as ‘a sage on the stage’. 
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Participants’ narratives revealed a student-centered approach evident in their preference for reciprocal 
teaching and the importance they tended to place on a positive teacher-student relationship. 
 
[I aim for] a horizontal relationship, I’m not a teacher who stands on a pedestal. I want to be in the midst of a 
group of students and to shape their education together with them. Not like: ‘let me tell you how it is’. That is 
how it used to be years ago, when people from the professional field with their own practice used to come up [to 
university] to proclaim how it’s all done. (Ben) 
 
Participants attempted to bridge the distance between the students and themselves by approaching 
them as novice clinicians; future colleagues right from the start and infuse them with the 
responsibilities that belong to being a professional clinician: 
 
In that, I try to be a role model. I’m very open to students, we also work in teams. So within my own team of 
students, I am very open about what working as a dental hygienist means in practice. What you need to think 
about. What you...what you do take home, what you don’t take home. Also things that are related to studying 
like having to deal with deadlines, submitting reports, proper referencing for example because it’s very irritating 
[in practice] when things have been noted down wrongly or you can’t find what you need. (Barbara) 
 
(…) Whenever I send them an email, I always address them as ‘dear colleagues in training’ (…) and during their 
internships, I never introduce them as ’interns’ to patients but always as ‘colleagues in training’. (Ben) 
 
Guiding students’ personal development 
Participants felt that they should contribute to and support students’ personal development not only 
with regard to students’ future role as health care professionals but also as human beings. In this 
regard, the term ‘upbringing’ was used:  
 
I do think this is a challenge for teachers in higher vocational education. Also a sort of upbringing of students, to 
teach them a certain attitude. I do notice that we [as teachers] do differ in opinion about this. When students are 
not successful in higher vocational education, some colleagues might say:’ well they can’t hack it, that’s it, move 
it’. But I would dare to try and find out: ’Why isn’t it working right now and how can we find a way to make it 
work, so you will be able to attain this level’ or ‘so you can practice this profession’. So, I do think that’s part of 
it [being a teacher]. (Miriam) 
 
Supporting students’ passage from being a pupil to student to practitioner was viewed from different 
perspectives and students’ own responsibility towards their learning and success in finishing their 
education was also emphasized. Peter described that he expected this aspect of self-directed learning 
to develop under his guidance:  
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(…) So, I’m not going to precook everything and tell them how they should be or do it. But above all, [I will 
help] to develop the feeling, that they themselves feel inside: that what they’re studying for, that this is 
something that they need to apply themselves to in order to achieve. That they are the ones, the future 
professionals who have the interests of their profession at heart. And when you’ve got that, I’d say, then learning 
is easy. If I can’t get them motivated in such a way, then I think they don’t belong here. (…) you need to…well, 
at a certain point it stops. I really focus on those students that do want to make something of it. (…) 
 
Research question 4: To what extent does a parallel career as clinician-teacher offer potential 
for learning at the boundary and how do clinician-teachers exploit this potential? 
 
Experiencing boundaries between the clinical and teaching environment 
Participants described boundaries between education and clinical practice mainly with regard to the 
difference in focus between these two environments. They felt that in education the emphasis was on 
evidence-based practice, reflection, discussion, personal development, innovation and future 
developments in healthcare as a whole while clinical practice focused on production, patient turnover 
rate, results, efficiency and predominantly on ‘the here and now’. Clinical practice was also 
characterized as a more stable environment with an emphasis on routine as Isabel said: 
 
We are doing what we are doing, every now and again there’s something new but it’s much more production 
oriented (…) you are able to function on your routine…we’ve been doing it in this way for 25 years so…. then 
we can do it exactly like that for another 25 years. 
 
The academic environment was generally experienced as more complex and mentally demanding due 
to the range of tasks and roles they had as teachers and the number of students and colleagues they 
needed to deal with: 
 
It happens often here at university: a student or a situation, things that need changing that need to be done 
together with colleagues. And secretly it takes a lot more time. I spend time more frequently and more intensely 
on those things and I discuss them more often with my colleagues here and with my boyfriend. (...) it just 
demands more of me personally, being a teacher (…) I need to invest more energy in teaching. (...) exactly 
because it doesn’t feel like a nine-to-five job. 
 
Participants described that the boundlessness of teaching tended to invade their clinical work and that 
they had needed to find different ways to deal with this challenging issue. Some participants felt 
comfortable dealing with tasks related to teaching during working hours at the clinic and vice versa 
while others kept tasks strictly separated.  
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Although participants articulated differences between both environments and felt they needed ‘to 
switch’ or ‘change their mindset’ going from one job to another, they rarely experienced true conflicts 
due to boundary crossing. They argued that similarities between a clinician’s work and that of a 
teacher, a natural aptitude (‘flexibility’) for switching and adapting to different situations as well as 
enjoyment of variation could explain this.   
 
Identification and reflection due to experiencing tensions due to boundary crossing 
Tess did report experiencing conflicts due to sociocultural differences between the role of teacher and 
clinician in the teaching environment of the university clinic. Her narrative shows that the 
identification of these tensions made her reflect on her role as a teacher and a clinician. She 
demonstrated a strong awareness of these different perspectives but was unable to transform her 
clinical practice in line with her teaching role: 
 
You expect a certain standard of care from students in the clinic…you want them to deliver the same quality of 
care to patients that you yourself would provide. This is a clear example of a situation when I, with my dental 
hygienist’s heart, experience difficulties like: ‘well, I can’t accept this (...) but it’s a training situation and 
students are still learning’. Perhaps, when I’m in the clinic, I feel too much like a dental hygienist. I’m focused 
on the end result, the product, for example a measurement that needs to be done. I want to be sure that the patient 
leaves the chair with the right measurement done. In this I experience a conflict. This same experience is shared 
by more of my practitioner colleagues. (…) The goal is different...as dental hygienist I want a good treatment 
result for that patient but the goal of education is that you train the student to become a good dental hygienist. I 
sometimes finish a treatment myself when it takes too much time. 
 
Ben described how time restraints or patients’ expectations did not always allow him to follow 
evidence-based guidelines or directives that are promoted at university in his clinical practice. He 
experienced tensions (discontinuities) between what was endorsed in the academic environment and 
demonstrated by him in his role as teacher and what he was able to do within the reality of clinical 
practice: 
 
The moment a patient enters with a health problem that probably improves on its own… a lot of patients say: I 
have additional insurance; I have a right to 27 treatment sessions. And of course this clashes with the evidence 
that you’re aware of. You know: ‘acute back pain with a normal clinical course, really, one session to explain 
and one session as a check-up is adequate, in accordance with the guidelines of our profession’. But the patient 
has entirely different expectations. (...) and yes this does clash. 
 
Ben’s and Tess’s narratives show that awareness of tensions (identification) and awareness of 
perspectives (reflection) does not always enable coordination between or transformation of actual 
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teaching or clinical practice, either because of tensions between one’s perceptions of professional role 
as teacher and one’s perception of ‘good clinical practice' or because of restraints in the cultural 
environment of clinical practice. These narratives show identification and reflection as they 
demonstrate awareness of boundaries but do not demonstrate the learning process of coordination to 
smooth transition between boundaries. 
 
Transformation of teaching practice through boundary crossing 
Clinical experiences affected how participants applied the curriculum. They felt it was necessary to 
adapt the curriculum, for example when practice based evidence was not adequately represented or 
when certain innovations in place in clinical practice were absent in the curriculum. They also brought 
this up for discussion with their university colleagues in an attempt to change what was taught or the 
way it was taught: 
 
Some people are very much driven by science and theoretical models. Sometimes you have to apply the brakes a 
little bit and wake them up. (…) During our joint case discussions, the patient and clinical practice is our starting 
point. I think there we have found a way to share things with each other, to let the reality of clinical practice 
enter, time and again, the -what I might call- laboratory. (Ben) 
 
Transformation of clinical practice through boundary crossing 
Areas that were consistently reported to benefit from teaching were expansion of knowledge and a 
better understanding of their own clinical field as well as of healthcare in general. Increased awareness 
of contradictions between scientific evidence, healthcare reform ideas and actual clinical practice was 
considered a powerful stimulus for development of critical reflective thinking and changes in their 
behavior as clinicians. Harriet reported being ‘more explicitly aware of the choices’ she makes in her 
clinical work and making choices ‘at least not based on routine, but making conscious choices, yes 
that’s what we are so busy with in educating students. Yes, that does help in practice’. Ben described 
how current thinking at university influenced his attitude towards his patients: 
 
(…) that is very much the angle from which I look at patients. So, I’m very keen on you (the patient) knowing 
what is the matter with you and that I explain what’s going on and that we’ll be looking for a solution how best 
to deal with the problems together. That type of explanation, promoting a patient’s own responsibility and self-
management, is of course something that has emanated from within the university of applied sciences and what 
we endow students with. 
 
The following narratives illustrate the dialogical processes characteristic of learning at the boundary: 
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(...) when I run into new things here [at university], I do think back to those things when I’m at the practice and I 
try to implement those things. (…) when I’m confronted here at university with some things that have moved to 
the background a bit after graduating, I’m thinking: ‘gosh, I should apply this more often again’. It’s like I’m 
constantly…. adapting my patterns when I’m working with my patients at the practice. (Lucy) 
 
you do adopt things, such as the patient-centered care model for example, you’re starting to work according to 
that much more. (...) Yes, I think I’m more complete. That’s the right word. I reflect much more on the different 
elements around a patient. (…). That’s the positive side of this work. The idea that I am much better able to 
guide my patients. (…) I also started to do different things. Sometimes, I do more comprehensive diagnostic 
investigations. I started to think: ‘Oh, I really need to sort that out thoroughly. And I would book a follow-up 
appointment. I make better use of the available instruments. Because I needed to explain things to students, I 
could very easily cross over to explaining to patients. (...) people started to understand more and started to ask 
me more questions. I developed a better sense of the level of understanding of a patient, or parents and how to tie 
in with that. 
 
Participants described how the effects of boundary crossing extended beyond the immediacy of their 
own clinical practice. Their position as a teacher impacted the roles they fulfilled in the clinical 
environment. Being a member of the university environment helped them to distill what new 
developments were worthwhile to share with their clinical colleagues and they felt motivated to do so 
to improve current clinical practice. Next to being a clinician, they had often taken up the role of 
change-agent and innovator in their clinical practice and were seen to be a useful source of 
information by their clinical colleagues: “the scientific factor in the team, that’s what they call me” 
(Lauren). These changes in roles were either initiated by themselves or by people in their 
environment: 
 
Peer consultations, continuing education, training, I also do those sort of things. (...) Yes, people ask me: ‘hey, 
could you have a look over my shoulder? What do you think? Shall we see this patient together sometime? At 
our practice we also hold, a couple of times a year, a meeting around a particular theme. Well, I’m always the 
one who organizes that meeting. Then we exchange ideas. What does that look like for you working in clinical 
practice? How do you deal with that in the curriculum? We can help each other with that. (…) Yes, I’m a sort of 
catalyst. We’re now going to implement some more technology in our clinic. That’s also a consequence of 
developments in the curriculum and in society; we need to do something with that. There will be projects forth 
coming. Those kinds of things. (Peter) 
 
In some instances, official collaboration agreements were established between participants’ clinical 
environment and the university, aimed specifically at innovation of existing clinical practice of the 
participant. Isabel described how working across boundaries supported her in taking the lead:  
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As I have easy access to new developments and am made aware of innovations it is much easier for me to say:  
yes, there is evidence for this. I have read 5 publications about this matter. I know what I am talking about’. So, 
I’m able to substantiate a claim. (…) With this I can convince them and they allow me to do all these things 
[research projects]. (…) I work there, I know what the work is about, and my colleagues know me. I’m the one 
who distributes the questionnaires, collects them and analyzes the results. When you’re an outsider, you need to 
first create a lot of goodwill to get people to give you a chance. It takes much more effort to inspire and motivate 
people to cooperate.  
 
Discussion and conclusion 
 
The aim of my study was to examine (1) what motivates parallel career teachers to maintain a career 
in both teaching and clinical practice; (2) how they position their professional identity as teacher and 
clinician following a dialogical approach; (3) how they describe their professional identity in terms of 
task perception, aspirations and educational goals: and (4) if and how they use the learning 
opportunities of boundary crossing between clinical and teaching practices.  
 This study showed that personal and professional enhancement is the main motive for clinical 
practitioners to start teaching in higher vocational education and to maintain a parallel career as 
clinician-teacher. Participants highly valued their clinical profession and shared the view that being a 
clinician and working in the university environment positively affected their quality as a teacher as 
well as their personal development and their development and behavior as clinicians. Participants were 
successful in juggling and managing the demands of both jobs, often in combination with the 
additional demand of studying for a master’s degree. Multiple job holding is frequently associated 
with physical and psychological strain  (Sliter & Boyd, 2014) and participants did experience that their 
teaching commitments sometimes encroached on their clinical work or personal life. However, 
persistent conflicts between work roles or work and personal life were not reported. Participants 
argued that it was exactly the combination of teaching and clinical work that made a parallel career so 
enjoyable, rewarding and sustainable. In this respect, the findings of this study are in agreement with 
the findings of Sappa, Boldrini and Aprea (2015) who reported that combining teaching with another 
job might have a positive impact on teachers’ professional wellbeing and resilience.  
 Concerning the positioning of professional identity as a teacher and clinician in terms of the 
Dialogical Self Theory, the identity narrative of a coalition  (Hermans & Hermans-Konopka, 2010) 
between the identity position of teacher and that of clinician was used by all participants. In this 
narrative the combination of teaching and clinical work is viewed to benefit both, i.e. being a clinician 
strengthens the identity position of teacher and teaching supports one’s ambitions as clinician. Some 
participants felt that becoming a teacher enhanced their status as clinician. For those participants, 
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teaching in higher vocational education was a source of pride. This contrasts with findings in 
academic medicine, where teaching is perceived as a low-status occupation and less valued than 
clinical work or research  (Hu et al., 2015; Kumar, Roberts, & Thistlethwaite, 2011; Sabel & Archer, 
2014). The difference in perception of status of teaching in higher vocational education may be related 
to the lower status of allied health compared to medicine both with regard to health care provision and 
research. Although participants voiced successful integration of I-position of teacher, differences 
existed in the positioning of the teacher identity and the clinician identity. The majority of participants 
voiced a central positioning of I-as-clinician, which they viewed as the core identity position and ‘the 
backbone’ for their teaching. The two participants who viewed the identity position of teacher as 
central, had more limited occupational experience and declared academic ambitions either in teaching 
or research. They foresaw ending their parallel career as clinician-teachers in the near future. The 
importance of occupational identity for the majority of participants in this study concurs with the 
findings of studies on the identity of teachers in other types and levels of vocational education  
(Bathmaker & Avis, 2005; Fejes & Köpsén, 2014; Köpsén, 2014)  
 With regard to participants’ perception of professional identity in terms of task perception, 
aspirations and educational goals, the findings showed that these were aligned to modern educational 
views on higher vocational education (Cedefop, 2009) and the higher education of health professionals  
(Higgs & Adams, 2013) Clinician-teachers displayed a student-centered approach to learning and 
emphasized the importance of providing an authentic context for students’ learning in higher 
vocational education. They considered themselves instrumental in creating meaningful practice 
situations in which students learn to apply their knowledge and skills and adopt a professional attitude 
in the classroom setting. This type of learning is defined as situated learning (Lave & Wenger, 1991) 
in which highly meaningful situated cognition is claimed to enhance transfer of knowledge to new 
situations  (Brown, Collins, & Duguid, 1989). Clinician-teachers, as boundary crossers, may be 
especially adept in turning the classroom into a boundary zone  (Hung & Chen, 2007) with activity 
systems reflecting the beliefs, attitudes, norms, and roles of members (Tuomi-Gröhn et al., 2003). As 
teachers they adopted a role of mentor or coach to guide students’ personal and professional 
development with regard to imparting attitudes and values of the profession (i.e. identity 
enculturation). This approach is expected to help students bridge the gap between the educational and 
the professional communities  (Hung & Chen, 2007). However, participants’ ambitions as teachers 
were not to merely simulate the world of current existing practice. They emphasized that improvement 
of existing clinical practice and clinical habitus were their primary educational goals. By way of 
teaching and by way of being a role model as a boundary crosser, they support students to not only 
develop competence but also capability; the ability to adapt to change, generate new knowledge, and 
continuously improve performance  (Fraser & Greenhalgh, 2001). In this respect, this study’s findings 
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differ markedly from features of vocational teacher identity described in Köpsén (2014). In her study 
on vocational teachers’ identity in Swedish upper secondary school, the fostering aspects of a 
vocational teacher identity (i.e. fostering for studies, fostering for life, the relational and normative 
aspects of work) were emphasized, not the teaching of professional skills or improving existing 
professional practice. This difference in vocational teacher identity can be explained by differences in 
age, motivation and abilities of students in upper secondary vocational education versus those in 
higher vocational education as well as differences in the motivations and ambitions of the teachers 
themselves.  
 The final research question concerned the extent to which a parallel career as clinician-teacher 
offered potential for learning at the boundary and the ways in which clinician-teachers exploited this 
potential. The findings showed that participants unanimously experienced that combining two 
occupational fields provided continuous opportunities for professional learning and they were able to 
exploit these. This in itself constituted an important motive to continue a parallel career. Participants’ 
narratives revealed the learning mechanisms that operate at the boundary as suggested by Akkerman 
and Bakker (2011a) most clearly with regard to the processes of identification, reflection and 
transformation. The learning mechanism of coordination was not evidenced in participants’ 
narratives. Engagement in ongoing professional learning allowed participants to contribute in 
meaningful and effective ways to the practice of teaching and to clinical practice - not only to their 
own practice but also to the practice of others and the transformation of those practices. Being able to 
contribute effectively to both practices affirms legitimate participation in either practice, professional 
identity and enhances a sense of agency  (Lave & Wenger, 1991) and personal efficacy (Bandura, 
1989). Positive self-appraisal of capabilities influences motivation (Bandura, 1993) and these self-
beliefs are therefore expected to reinforce participants’ commitment to a parallel career.  
 The study showed that choosing and maintaining a parallel career as clinician-teacher is a 
conscious and personal choice governed mainly by an individual preference, not by organizational 
demands or regulations. Participants did not clearly articulate that the university and the clinical 
environment influenced their choice. However, in their narratives, subtle influences that both 
environments exerted on clinician-teachers’ feelings of membership and worth to either professional 
community could be discerned. Obtaining a permanent teaching contract, being offered the 
opportunity to participate in educational activities such as course design or educational innovation 
projects in spite of having a small teaching contract, the endorsement of a parallel career by 
management and being asked to contribute to clinical case discussions with clinical researchers are 
examples of the manners in which membership of the teaching community and identity as clinician-
teacher were enhanced. Similarly, in the clinical environment, acknowledgement of their specific 
expertise as clinician-teachers, being allowed and stimulated to take on a leading role in improving 
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quality of care via sharing up-to-date (scientific) information and introducing innovations as well as 
participation in research projects, endorsed dual membership and identity. Research has shown the 
interconnected role of both personal and environmental factors on the commitment to teaching  (Day 
& Gu, 2007; Day, Elliot, & Kington, 2005; Skaalvik & Skaalvik, 2011). Agency is exercised within 
the opportunities and constraints of social circumstances. Motivation for and commitment to a parallel 
career are likely to be enhanced when clinician-teachers have opportunities to exercise agency as 
boundary crossers in both environments.  
 This study provides empirical evidence for a dialogical view on identity and the types of learning at 
the boundary. The findings confirm that the university as well as the clinical environment benefit from 
the employment of parallel career teachers. In addition, the study offers valuable insights into the ways 
in which the university and the clinical environment may facilitate clinician-teachers in exploiting the 
learning potential of boundary crossing and support them in sustaining a parallel career. 
 
Limitations of this study and future directions 
A number of limitations of this study can be identified. First, this study was carried out with clinician-
teachers. This is a small subset of parallel career teachers and the findings may therefore not be 
representative of parallel career teachers in higher vocational education as a whole. Allied health 
professions are regulated professions (Wet BIG, 2016) and may be expected to have strong 
professional identities supported by clear definitions of the required professional knowledge, skills and 
attitudes and the existence of professional regulatory bodies. The professional identity perception and 
positioning may be very different for practitioner-teachers from other occupational fields, which lack 
strong regulatory support. Second, the participants in this study were all successful teachers as 
evidenced by positive student and managerial evaluations. A contributing factor to feeling comfortable 
in the teaching role was their perception of similarities between a clinician’s and a teacher’s role. This 
may have influenced their identity perception, identity positioning and motivations as well as their 
modest ambitions regarding further development of teaching competencies. Findings with regard to 
motivations to start teaching and maintain a parallel career, identity perception and positioning as well 
as learning across the boundary may be very different for other occupational fields when for example, 
the role of practitioner in those occupational fields is very different from the role of teacher, or when 
large differences in wages and status between teaching and primary occupation exist. Third, the 
overrepresentation of women in this study’s sample may have influenced the findings, although clear 
differences in participants’ narratives related to gender could not be identified. Fourth, the participants 
in this study were all successful in managing a parallel career and exploiting its learning potential. 
Therefore this study focuses mainly on success factors and is less suited to identify hurdles in starting 
or maintaining a parallel career. Although it is understood that both personal factors (e.g. personal 
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qualities, motives, values, aspirations) and environmental factors are important, this study does not 
explain the precise nature of these factors or their relative importance. Further research is needed to 
explore motives, identity perception/positioning and learning of parallel career teachers from other 
occupational fields. In addition, future research could include in depth studies of teachers in higher 
vocational education who are successful and those who are less successful in managing a parallel 
career. This could provide better insights in the determining factors and guide universities of applied 
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 Appendix 3 
 
Initial coding scheme 
1 Working and learning across boundaries 
2 Comparison and adaptation working across 2 activity systems 
3 Effects of teaching on own clinical work 
4 Effects of teaching on clinical environment 
5 Differences teaching role and clinical role 
6 Effects of being a clinician on teaching environment 
7 Similarities between clinical and teaching activities 
8 Effects of being a clinician on teaching 
9 Becoming a teacher in higher vocational education 
10 Professional development as teacher and clinician 
11 Role of formal teacher training 
12 Enrolment in (higher) vocational teaching 
13 Motivation for a parallel career (starting & sustaining) 
14 Motivation for teaching 
15 Status as a teacher 
16 Agency and autonomy in teaching 
17 Interaction with students 
18 Personal professional development 
19 Contributing to students' development 
20 Sharing expertise (knowledge, skills and attitude) 
21 Possible drawbacks of teacher only 
22 Being a role model 
23 Financial factors 
24 Enjoyment of variety of two jobs 
25 Motivation for clinical work 
26 Enjoyment of clinical job 




Final coding scheme 
1 Motivations for starting a parallel career 
2 Motivations for sustaining a parallel career 
3 Professional development as teacher 
4 Feelings of competence as teacher 
5 Feelings of competence as clinician 
6 Effects of teaching on clinical work 
7 Effects of clinical work on teaching 
8 Perception of boundaries between environments 
9 Similarities and differences between being a clinician and a teacher 
10 Educational goals and aspirations as a teacher 
11 Perception of teacher’s tasks 
11 Status and pride in teaching and clinical work 
12 Facilitation of a parallel career 
 
 









Table 2 Excerpt of one case in the matrix table 
 
Case information Motives parallel career Perception of identity Working and learning 
across boundaries 
10. Jessica 
Teaching experience: 3 
yrs./ clinical experience 
5 yrs.; 
24 hrs. teaching/16 hrs. 
clinical. 
Jessica started with 
dentistry after she had 
finished her training as 
dental hygienist as she 
wanted a more 
challenging job. 
However, the length of 
this study in addition to 
the financial burden was 
prohibitive. She stopped 
with her studies and 
worked full time as a 
clinician for 6 months. 
She says: ‘I was bored to 
death; I needed 
something extra to do 
because I thought it was 
awful. I felt I wasn’t 
growing anymore; I was 
standing still’. Then she 
applied for a teaching 
position. 
Jessica introduces herself 
as: ‘I am a dental 
hygienist. I don’t say 
teacher; I say dental 
hygienist. Only when 
they ask: where do you 
work then I’ll tell them I 
have two employers: I 
work in education and in 
a practice’.  She says she 
feels more a dental 
hygienist than a teacher 
because she has more 
experience as a clinician. 
But also: ‘I find both 
equally important but 
perhaps dental hygiene 
somewhat more because 
I’ve started teaching 
from the basis of being a 
dental hygienist. 
Jessica’s role at the 
practice has changed 
because of her teaching 
position; she carries the 
ultimate responsibility 
within the team of dental 
hygienists. She says: 
‘This has been arranged 
like this because of my 
work here [at the 
university of applied 
sciences] and they’re 
saying: ‘you’re receiving 
all new information, so 
when there’s something 
new, let us know’. So, 
that’s exactly what I do, 
I’ll bring it up in a 
meeting. We’ll discuss it 
like: ‘what do you think 
about it? And then we 
decide: ‘we’ll implement 
this’ or  ‘we won’t 
implement it just yet, 
because…’ so yes. 
 
 
